families were compared, respondents reported sexual activity more frequently (21% vs 13%, p ¼ 0.13) and household firearms less frequently (9% vs. 16%, p ¼ 0.13). No differences were noted in substance use between groups, including report of alcohol, tobacco, and marijuana use. Conclusions: Family structure may influence certain risk behaviors. Those in "blended families" may be at greater risk of depression and school-related problems such as failing grades and suspension. Teens living in families with mothers only versus both mother and father trended towards more sexual activity and less household firearm presence although the difference was not statistically significant. These observations may assist in the development of school and family-level interventions.
Purpose: Parents of adolescents in early romantic relationships (ERRs) have the opportunity to provide guidance about sexual decision-making. Among adolescents who are in ERRs, we sought to determine if parents are accurate in their knowledge of their adolescents' behaviors and if demographics and topics of parent/ child conversations are associated with accuracy. Methods: Adolescents aged 14-17 years who spoke English or Spanish were recruited from two urban adolescent medicine practices to participate with their parents in a study regarding willingness to participate in clinical trials related to reproductive health. For the present study, we analyzed survey data for adolescents in ERRs, defined as those who reported that they currently have or ever had a romantic partner and/or have ever kissed someone, with no additional sexual behaviors. Parents were asked about their adolescents' romantic relationships and kissing behavior and if they had conversations with their adolescents about the following topics: dating/romantic relationships, sexual decision-making, and handling sexual pressure. Results: Presently, 180 adolescent-parent dyads have been recruited. Of these 180, 21 (12%) adolescents reported never having had a romantic relationship or kissing, 90 (50%) reported being in ERRs, and 69 (38%) reported engaging in additional sexual behaviors. Of the 90 adolescents in ERRs, 57 (63%) were female, 76 (84%) were Hispanic, and the mean age was 15.4 years. Seventy-two (80%) of those in ERRs reported ever having a romantic partner, 4 (6%) of whom reported never kissing; 18(20%) reported kissing without ever having a romantic partner. Sixty-six (73%) parents of adolescents in ERRs were accurate about their adolescents' past romantic relationships, 70 (78%) were accurate about current romantic relationships, and 69 (77%) were accurate about kissing behavior. Sixteen (18%) parents over-reported current relationships, 6 (7%) over-reported past relationships, and 3 (3%) over-reported kissing behavior. Four (4%) parents were unaware of current relationships; 18 (20%) were unaware each of past relationships and kissing behavior. Thirty-nine parents (43%) were accurate across all three behaviors, 51 (57%) were inaccurate about at least one behavior, and no parent was inaccurate about all three. There were no differences based on adolescent gender, ethnicity, or age in the likelihood that parents would be accurate about all three. Talking to their adolescents about dating/ romantic relationships was associated with parental accuracy about all three behaviors (p ¼ 0.01). The association between accuracy and talking to their adolescents about handling sexual pressure approached significance (p ¼ 0.07); there was no association between discussing sexual decision-making and accuracy (p ¼ 0.10). Conclusions: Forty-three percent of parents were completely accurate about their adolescents' ERRs. Accuracy was not related to demographics, but was related to parent conversations with adolescents about dating. Adolescent medicine providers often focus on the behaviors of those who are sexually experienced, yet in the sample of 180 adolescents, over half reported no sexual behavior beyond kissing. Parental involvement and provider anticipatory guidance are critical at this early stage of adolescent romantic relationships. This is the opportunity for discussions focused on promoting healthy romantic relationships and delaying sexual intercourse until the adolescent is developmentally ready. Sources of Support: NIH R01HD067287. Purpose: Parent-teen sexual health communication has been examined in the literature for its influence on teen sexual health behaviors, but few studies have evaluated the quality of such communication. Parent and teen "congruence," or agreement between teen report of sexual health behaviors and parental knowledge of those behaviors, may be one marker of effective communication because it implies open, two-way communication between parent and teen. This study was designed to explore sexual health communication quality by examining the relationship between parent-teen congruence and parent-teen sexual health communication. Methods: This cross-sectional study used data from an online survey of 942 parent-teen dyads sharing a household, drawn from a nationally-representative cohort (the Knowledge Networks online research panel). Teens were ages 15-18 at the time of survey and about half were female. The survey was administered in June 2012 by the Planned Parenthood Federation of America as part of a project aimed at increasing parent-teen sexual health communication. Both parents and teens were questioned about their sexual health communication and about the adolescent's sexual behavior. Agreement between teen report of oral and vaginal sex and parent's reported knowledge of such behaviors was measured (congruence). Chi-squared tests and logistic regression were conducted to determine the association between parent-teen sexual health communication variables, parent-teen congruence, and teen report of condom use. Results: Eighty-four percent of teens and their parents reported talking about sexual health. While 22.7% of the teen sample reported engaging in oral or vaginal sex in the past, only 67.5% of their parents reported knowing this. Seventy-six percent of teens who had engaged in neither oral nor vaginal sex had a parent who reported this knowledge. Overall, 65% of parents accurately reported if their adolescent had engaged in oral or vaginal sex (congruence). Parent-teen sexual health communication was associated with congruence (OR 2.9). Congruence was also associated with teen comfort discussing sexual health, number of sexual health topics discussed, age of teen at first sexual health conversation, teen gender, and teen age. Teens who reported talking to their parents about sexual health were 5.2 times more likely to report any condom past three months compared to those who did not report sexual health communication with their parent. Conclusions: To design appropriate interventions aimed at improving parent-teen sexual health communication, it is important to assess not only if parents are talking to their teens about sexual health topics, but also whether communication results in accurate knowledge about teen behavior. Parental knowledge of teen sexual behaviors appears to be a marker of communication quality between parent and teen and can therefore serve as a tool by which researchers can evaluate sexual health communication. Improving such communication may increase healthy sexual behaviors among teens. Purpose: Adolescents in the United States are disproportionately affected by sexually transmitted infections (STIs). Expedited Partner Therapy (EPT), treatment of the sexual partner(s) of a patient with an STI without intervening clinical exam or professional counseling, is effective in preventing reinfection, but is not used frequently for adolescents. The purpose of this study was to evaluate provider knowledge of state legal policy around EPT, current practice, and potential barriers to provision of EPT. Methods: Anonymous, closed-ended, computer-based survey administered via REDCap software to randomly selected providers in the AMA database who care for adolescents and practice in one of three differing state legal environments. States were grouped based on a revised framework from the CDC as follows: EPT is (A) explicitly legal (NY, OR, TN); (B) permissible but not directly referenced in law (PA, MS, NV); or (C) potentially allowable (NJ, GA, MT). Survey items assessed provider demographics; knowledge of EPT legal environment in physician's practicing state; provider attitudes around EPT and potential barriers to provision of EPT in adolescents ages 13-17. Analyses were performed using STATA 12.0. Results: Emails were sent to 7789 physicians; of the 1710 (22%) opened emails there were 195 evaluable responses. 61% were female; 83% spent at least three-quarters of their time in clinical practice. The majority (59%) completed a pediatrics residency and 5% completed an adolescent medicine fellowship. With respect to state policy groupings, 44% practiced in group A, 31% in B, and 24% in C. Only 20% reported a history of using EPT; those in group A were more likely to have used EPT compared to groups B and C (OR 5.5, 95% CI 2.3, 14.2). Half in group A correctly reported EPT was legal in their state; 22% in group C incorrectly stated EPT was legal in their state; and 88% in group B reported they did not know about legality. 63% reported they were supportive of EPT for adolescents; providers in group A were significantly more likely to report supporting EPT than those in groups B and C (OR 2.6, 95% CI 1.3, 5.2).
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Sources of
Commonly cited barriers to EPT were missed opportunity to counsel partners (82%), difficulty insuring delivery of medication (79%), and concern the partner may not understand contraindications (77%); results did not differ by state grouping. Few participants were concerned that EPT violates medical practice guidelines (19%). Very few (13%) agreed with the statement, "there are other laws or policies in my state or institution that would make it difficult to provide EPT"; with group B least likely to agree.
Conclusions: Results suggest that despite positive attitudes towards EPT, the treatment is not commonly used for adolescents. Although those providers in supportive state legal environments were more likely to use EPT, providers in all policy environments had similar concerns about barriers to EPT. Further investigation is needed to better understand the impact of laws on EPT practices. Ultimately, this will inform policy recommendations and intervention development to increase provision of EPT to adolescents. Indiana University School of Medicine.
Purpose: The use of alcohol, tobacco, and other drugs (ATOD) among adolescents has been an ongoing public health concern for decades. The 2009 National Survey on Drug Use and Health (NSDUH) estimated that 21.8 million Americans aged 12 or older were current illicit drug users, about 8.7% of the population. The call for healthcare providers and primary care settings to become more active in the prevention and treatment of ATOD among adolescents has been made for over a decade and is especially important with the advent of the Affordable Care Act (ACA). The American Academy of Pediatrics strongly supports the use of screening, brief intervention, and referral to treatment with adolescents; however, providers and staff are concerned with screening negatively impacting clinic flow. The purpose of this study was to explore the use of electronic screening in adolescent specialty care clinics to assess the feasibility of their use.
Methods: Data were collected as part of the Adolescent Electronic Preventive Screening in Primary Health Care Settings pilot study. Participants ages 10-21 (68% female) completed a brief electronic screener in an adolescent primary care clinic prior to being seen by a physician (N ¼ 98) .The average age of adolescents screened was 16.3 years old, with the primary reason for visit was either a checkup or follow up. After completing the screener, and before having contact with any health care provider, printed results from the screener were given to the nursing staff and physician to
